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4. Total Turnover - Please provide breakdown where applicable

This Financial Year 

Activities $ 

Restaurant/Cafe Sales $ 

Accommodation Sales $ 

Other Income $ 

If offsite work is performed $ 

Total $ 

Please provide turnover as a percentage split by state: 

NSW 

% 
--

5. Contractors

VIC 

% 
--

OLD SA WA 

% % 
-- -- --

% 

(a) Do you engage any contractors and or subcontractors?

If Yes,

TAS 

--

Next Financial Year 

(estimated) 

$ 

$ 

$ 

$ 

$ 

$ 

NT ACT Other 

% % % % 
-- -- --

D Yes D No 

(i) Provide a description of the services they perform ...................................................................................................... . 

(ii) Provide details of payments made to contractors or sub-contractors:

This Financial Year Next Financial Year (estimated) 

Wages $ $ 

Payments $ $ 

(b) What steps do you take to ensure that contractors have valid Public and Products insurance in place? 

6. Facilities

(a) Total number of sites on premises: .............................................................................................................................................. . 

(b) Do you have a Swimming Pool, Spa or Sauna on premises? D Yes D No 

(c) Do you provide activities for guests? (i.e kayak etc) D Yes D No 

If Yes, please detail: ........................................................................................................................................................................... . 
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7. Claims History 

In the last 5 years, have you sustained loss or damage (insured or not) of a type against which insurance is now

being sought?

If Yes, please provide details

Name of Claimant Particulars 
Date of 
claim 

Insurer 
$ Value of 
claim 

$ 

$ 

$ 

$ 

$ 
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- 

- 

- 

- 

- 

- 

- 

- 

-

- 
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